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INTRODUCTION: 


Review  of  activities  of  the  EOHS 
Child  Health  Work  Gcoup 

July,    1983   -  July   ,  1984 


In  late  July  1983,  the  Executive  Office  of  Human  Services 
(EOHS),  formed  a  number  of  interagency  groups  and  task  forces 
for  the  purpose  of  writing  "issue"  papers  in  selected  high 
priority  areas.  These  papers  were  to  provide  the  policy 
framework  for  FY'85  state  budget  recommendations. 

The  Department  of  Public  Health's  (DPH)  Division  of  Family 
Health  Services  (DFHS)  was  asked  to  chair  one  of  these  groups, 
and  on  August  27,  1983,  the  group  submitted  its  paper  on  "Major 
Health  Problems  Confronting  Children  and  Adolescents." 

While  the  Governor's  FY'85  budget  proposal.  House  1, 
supported  a  number  of  programs  and  expansion  reguests  that 
addressed  problems  cited  in  that  issue  paper,  the  largest 
increase  in  funding  for  child  health  came  in  response  to 
another  document  released  in  the  Fall.  DPH's  1983 
Massachusetts  Nutrition  Survey  documented  that  chronic 
malnutrition  was  a  major  problem  among  young,  low-income 
children  in  the  state.  An  emergency  FY'84  supplemental 
appropriation  of  close  to  $3.4  million  was  passed,  with  the 
bulk  of  the  funding  directed  to  increasing  participation  in  the 
federally  funded  Special  Supplemental  Food  Program  for  Women, 
Infants  and  Children  (WIC) .  Funds  were  also  allocated  to  low 
birthweight  prevention,  lead  paint  poisoning  prevention, 
establishing  a  DPH  Office  of  Nutrition,  and  increasing 
participation  in  Food  Stamps  and  Medicaid's  Project  Good  Health 
(PGH),   and  to  establishing  Failure  to  Thrive   (FTT)  programs. 

The  final  FY'85  budget  contained  close  to  $3.7  million  to 
annualize  most  of  DPH's  initiatives  funded  under  the  FY'84 
supplemental  appropriation.  The  final  budget  did  not  include 
any  funds  for  School  Health  Demonstration  Projects  or  for  a  DPH 
"Quality  Assurances  and  Standards"  Team,  items  which  were  a 
direct  outcome  of  the  child  health  issue  paper,  and  which  had 
been  included  in  House  1. 

In  October,  EOHS  reguested  many  of  the  work  groups  and  task 
forces  to  continue  working  on  problems  identified  in  the  issue 
papers.  Family  Health  Services  was  again  asked  to  chair  the 
Child  Health  Work  Group.  The  group  decided  to  focus  on  four 
problem  areas  identified  in  the  issue  paper:  Health  Care  for 
Children  in  the  Custody  or  Care  of  EOHS  Agencies;  Access  to 
Prenatal  Care;  Coordination  of  Adolescent  Health  Services;  and 
School  Health  Services.  An  update  on  progress  in  these  areas 
and  future  plans  follows. 
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Health  Care  foe  Children  in  the  Custody  or  Care  of  the  EOHS 
Aqenc  ies : 

At  the  request  of  EOHS,  the  group  addressed  this  area 
first.  Specifically,  the  group  was  asked  to  develop  a  plan  to 
increase  participation  in  Project  Good  Health  (Massachusetts 
Medicaid's  name  for  the  Early  Periodic  Screening,  Diagnosis  and 
Treatment  Program)  among  Department  of  Social  Services  (DSS) 
foster  care  clients.  In  December,  the  group  submitted  a 
detailed  workplan  to  EOHS  for  the  design  and  implementation  of 
a  system  to  ensure  health  care  services  to  children  in  DSS 
substitute  care.  Included  was  an  analysis  of  issues  that 
needed  to  be  addressed  in  designing  the  system,  as  well  as 
problems  and  issues  identified  as  the  group  developed  the 
workplan,  particularly  in  regard  to  utilizing  Project  Good 
Health  as  the  vehicle  for  ensuring  services  to  the  DSS 
clients.  This  workplan  was  followed  by  recommendations  from 
Family  Health  Services  that  a  full  time  project  director  be 
designated  or  hired  to  implement  the  workplan,  and  that  at 
least  7  health  care  consultants  or  nurses  be  hired  to  provide 
assistance  at  the  area  and  regional  levels  in  implementing  the 
workplan  and  in  immediately  beginning  to  ensure  provision  and 
documentation  of  health  care  services  to  children.  These 
recommendations  were  not  implemented. 

Subsequent  to  submission  of  this  workplan,  DSS  developed 
its  own  workplan  which  incorporated  some  of  the  elements  of  the 
group  work  plan.  Although  DPH  continued  to  provide  technical 
assistance  on  some  elements  of  the  work  when  requested  by  DSS, 
implementation  proceeded  without  further  review  by  the  entire 
work  group.  Progress  reports  were  made  by  DSS  directly  to 
EOHS.  DSS  reports  the  following  accomplishments  between 
December  1983  and  July,  1984: 

1.  Pilot  projects  were  implemented  in  5  DSS  area  offices 
to  assure  that  all  children  and  adolescents  in 
placement  received  routine  medical  and  dental 
examinations;  and  to  field  test  the  "Medical 
Passport."  This  document  which  stays  with  the  child 
provides  an  intake  record,  health  history,  simplified 
ongoing  medical  record  and  documentation  of  medical 
and  dental  visits. 

2.  Training  for  management  staff  regarding  the  use  of  the 
Medical  Passport  and  proposed  policies  and  procedures 
occurred  in  the  spring  of  1984. 

3.  PGH  pamphlets  and  PGH  provider  lists  were  disseminated 
to  all  area  offices. 

4.  A  policy  statement  was  drafted  and  reviewed  by  DSS 
field  staff. 
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5.  A  project  to  maximize  Supplemental  Security  Income 
(SSI)  benefits,  in  which  DSS  will  apply  for 
representative  payee  status  for  their  clients  is 
underway. 


DSS  also  reports  that  implementation  of  the  Medical 
Passport  for  all  children  in  substitute  care,  new  health  care 
procedures,  and  training  of  social  workers  and  foster  parents 
will  begin  in  the  fall  of  FY  '85.  Training  for  workers  will 
occur  on  an  area  office  basis. 

Some  of  the  information  contained  in  the  Medical  Passport 
will  be  recorded  on  revised  health  data  forms,  and  DSS* 
"Assist"  computer  system,  rather  than  the  PGH  system,  will  be 
used  to  track  and  monitor  health  care  services  delivered  to  DSS 
clients  in  substitute  care. 

Health  care  for  children  served  by  the  Department  of  Youth 
Services  (DYS)  and  by  the  Department  of  Mental  Health  (DMH)  has 
not  been  intensively  reviewed  by  the  work  group.  The  workgroup 
did  meet  in  April,  1984  to  outline  further  tasks  in  this  area 
that  needed  to  be  accomplished.  As  dental  care  was  a  major 
concern  to  all  agencies  present,  the  DPH's  Division  of  Dental 
Health  assumed  responsibility  for  drafting  a  position  paper  on 
this  problem.  That  paper  is  being  attached  to  this  overall 
workgroup  report.  The  group  also  agreed  to  make 
recommendations  to  EOHS  regarding  several  issues  specific  to 
DYS;  these  are  included  in  the  recommendations  section  of  this 
paper.  Finally,  the  group  agreed  to  initiate  a  review  of 
direct  health  care  standards  operative  in  the  EOHS  agencies, 
particularly  as  contained  in  OFC  licensure  regulations,  to 
ensure  guality,  comprehensiveness,  uniformity  and  flexibility. 
It  had  been  hoped  that  state  funding  for  a  DPH  team  to  do  this 
work  as  well  as  provide  technical  assistance  and  training  to 
the  EOHS  agencies  would  be  available  for  FY  '85.  Although  EOHS 
recommended  $20,000  (the  workgroup  recommended  $200,000)  the 
funds  for  this  "Quality  Assurance  and  Standards  Team"  were  not 
included  in  the  final  budget. 
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Coordination  of  Adolescent  Health  Services: 

The  workgroup  met  in  April  to  determine  an  approach  to 
addressing  the  lack  of  coordination  in  provision  of  services  to 
adolescents.  As  information  on  each  agency's  services  and 
programs  was  presented,  the  extent  of  overlap  and  lack  of 
clarity  around  service  models  and  agency  responsibilities  was 
reinforced.  The  group  decided  to  focus  on  one  piece  of  the 
problem,  and  build  on  that  effort  as  the  agencies  achieved 
success  with  it.  While  DPH  strongly  favored  addressing 
coordination  of  services  to  pregnant  and  parenting  teens,  the 
group  decided  to  address  substance  abuse,  as  the  problem 
affected  all  agencies'  clients.  The  group  agreed  to  undertake 
two  tasks: 

1)  Develop  a  directory  of  services  available  in  the  state 
for  the  prevention  and  treatment  of  substance  abuse 
among  teens,  which  would  include  state  sources  of 
funding  and  contract  cycles:  and 

2)  Develop  a  plan  to  train  EOHS  agency  staff  on  substance 
abuse  among  adolescents. 

A  workplan  for  these  tasks  will  be  developed  by 
September  1984.  It  is  hoped  that  successful 
completion  of  this  effort  will  serve  as  a  model  for 
approaching  other  adolescent  health  issues,  such  as 
adolescent  pregnancy.  The  tasks  for  this  latter 
effort  would  also  include  exploration  of  joint  needs 
assessment,  data  collection,  planning  and  contract 
monitoring. 

Access  to  Prenatal  Care: 

Although  a  subcommittee  of  the  workgroup  met  on  this  issue 
in  April,  tasks  are  being  worked  on  on  a  more  ongoing  informal 
basis.  DPH,  DPW  and  the  Rate  Setting  Commission's  focus  has 
been  on  the  problem  of  obstetrician  participation  in  Medicaid. 
The  three  agencies  worked  collaboratively  on  the  proposal  for  a 
"Global  Fee"  for  a  package  of  prenatal  care  and  deliveries  to 
address  some  of  the  obstetricians'  concerns  about  paperwork  and 
auditing.  The  agencies  are  also  working  collaboratively  to 
identify  and  develop  strategies  for  communities  where  the 
OB/GYN  shortage  is  reaching  emergency  proportions;  these  areas 
include  Holyoke  and  Cape  Cod. 

The  three  agencies  will  continue  to  collaborate  on 
resolutions  to  the  access  problem,  with  more  focus  on  the 
quality  and  comprehensiveness  of  the  care  as  crises  are 
resolved.  DPW  and  RSC  will  also  be  included  in  DPH's  efforts 
to  develop  a  comprehensive  approach  to  reduction  of  low 
birthweight  and  infant  mortality  (more  detail  is  continued  in 
the  accompanying  issue  paper).  As  suggested  in  the  1983  Child 
Health  issue  paper,  a  thorough  review  and  analysis  of  current 
Medicaid  eligibility  requirements  and  outreach  and  casework 
procedures  as  they  relate  to  access  to  prenatal  care  should 
also  be  undertaken. 


School  Health  Services: 


As  $50,000  was  included  in  the  FY  '85  House  1  budget  for 
planning  for  school  health  demonstration  projects,  the 
workgroup  delayed  undertaking  any  tasks  in  this  area  until  the 
status  of  that  funding  was  known.  The  money  was  not  included 
in  the  final  budget,  and  neither  the  workgroup,  DOE  or  DPH 
feels  that  any  activity  can  be  undertaken  without  additional 
resources.  These  projects  are  addressed  again  in  the  paper 
that  follows. 
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I .      DESCRIPTION  OF  THE  PROBLEMS 


The  critical  health  problems  confronting  our  youth  and  the 
effectiveness  of  different  intervention  strategies  vary  with 
the  developmental  phases  of  childhood  and  adolescence. 
Although  some  health  problems  cut  across  all  age  groups,  and 
while  developmental  phases  have  no  definitive  beginning  and  end 
points,  the  following  description  highlights  the  key  issues  in 
3  phases: 


Phase 


Age  Range 


Key  Issues 


Perinatal  (surrounding 
birth) 


Prenatal  - 
Infancy 


Low  Bir thweight , 
Congenital  Anom- 
lies  and  Infant 
Mortal ity 


Preschool  and  Early 
School-Age 


one  to  twelve 


Prevent  ive 
Health  Care 


Adolescence 


thirteen  to 
twenty-one 


Interrelated 
Health  and 
Social    Issues  - 
"The  New 
Morbidity" 


Elaboration  on  the  problems  and  issues  in  these  three 
phases  is  followed  by  brief  descriptions  of  the  characteristics 
and  health  problems  of  children  served  by  the  state  human 
services  (EOHS)  agencies,  as  this  group  is  a  high  risk 
population  for  which  the  Executive  Office  of  Human  Services 
already  has  some  responsibility. 


A.     The  Perinatal  Period: 

The  infant  mortality  rate  ( IMR  -  number  of  infant  deaths 
per  1,000  live  births)  not  only  serves  as  an  indicator  of 
health  problems  among  newborns  and  infants,  but  is  also 
generally  viewed  as  a  barometer  of  a  society's  overall  health, 
in  the  broadest  sense  of  that  term. 

While  Massachusetts  has  historically  had  one  of  the  lowest 
infant  mortality  rates  in  the  nation,  recent  statistics  give 
cause  for  concern.  The  statewide  1982  IMR  showed  an  increase 
for  the  first  time  in  9  years,  and  the  largest  increase  in  17 
years,  rising  from  9.6  in  1981  to  10.1  in  1982  .  Rates  in  many 
urban  areas,  including  Boston,  also  rose,  and  the  infant  death 
rates  for  blacks  continued  to  be  more  than  double  those  for 
whites  (21.8  vs.  9.7).  While  rates  in  some  Massachusetts 
communities  declined  in  1982,  communities  such  as  Holyoke  and 
Springfield  continue  to  rank  among  the  highest  in  the  state. 
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Two-thirds  of  infant  deaths  are  associated  with  low 
birthweight;  if  Massachusetts  could  reduce  the  incidence  of  low 
birthweight  among  newborns  its  infant  mortality  rate  would  be 
lower  than  that  of  Sweden,  which  has  one  of  the  lowest  rates  in 
the  world.  The  percentage  of  Massachusetts  infants  born  with 
low  birthweight  (<2500  grams)  has  remained  fairly  steady  at 
about  6%  of  all  live  births.  Factors  influencing  low 
birthweight  include: 

"  Low  socioeconomic  status.  In  the  past  decade,  the 
percentage  of  Massachusetts  families  living  below  the 
poverty  line  increased  from  6%  to  8%.  Twenty-four  percent 
of  black  families  and  36%  of  Hispanic  families  live  in 
poverty.  Forty-one  percent  of  all  families  below  the 
poverty  line  have  children  under  6.  Sixty-four  percent  of 
these  are  female  heads  of  households  with  no  husband 
present . 

°  Late  and  inadeguate  prenatal  care.  While  88%  of  all 
Massachusetts  women  delivering  babies  in  1982  received  care 
in  their  first  trimester  of  pregnancy,  this  percentage 
dropped  to  61%  for  teenagers  under  18;  to  78%  for  black 
women;  to  75%  for  Hispanic  women;  and  to  67%  in  the  city  of 
Holyoke.  Close  to  1400  women  in  the  state  either  did  not 
register  for  prenatal  care  at  all  or  registered  in  the  7th 
month  or  later. 

°  Poor  nutrition.  While  the  Massachusetts  Women,  Infants  and 
Children  (WIC)  supplemental  food  program  now  reaches 
approximately  12,500  pregnant  and  postpartum  women  and 
13,500  infants  up  to  age  one,  the  program  still  reaches 
only  about  32%  of  the  income  eligible  population.  A  recent 
General  Accounting  Office  (GAO)  report  concluded  that  the 
average  birthweight  of  WIC  infants  is  30  to  50  grams  higher 
than  for  comparable  infants  not  enrolled  in  the  program. 

°  Substance  Abuse,  including  smoking,  alcohol  and  drugs.  The 
estimated  35%  of  all  pregnant  women  who  smoke  have  twice 
the  risk  of  delivering  a  low  birthweight  infant. 

Surviving  low  birthweight  infants  are  at  greater  risk  of  a 
range  of  health  and  developmental  problems.  Factors  described 
above  as  well  as  environmental  hazards,  can  also  produce 
congenital  anomalies  and  disabilities  in  babies  born  either  of 
low  or  heavier  birthweight.  An  estimated  31  to  116 
Massachusetts  children  were  born  in  1982  with  Fetal  Alcohol 
Syndrome;  another  216  to  302  were  born  with  Fetal  Alcohol 
Effects.  An  estimated  total  of  10,000  newborns  in 
Massachusetts  are  born  each  year  either  with  a  developmental 
abnormality  or  with  some  degree  of  risk  of  developing  a 
developmental  disability.  An  additional  unknown  number  of 
infants  are  at  environmental  risk  for  developmental  problems 
due  to  their  socioeconomic  and  familial  environments.  These 
high-risk  infants  are  also  at  risk  for  child  abuse,  including 
sexual  abuse. 
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B.     Preschool  and  Early  School  Age: 

The  most  significant  health  issue  for  this  age  group  is  the 
need  for  routine,  consistent,  preventive  health  care  services. 
This  preventive  health  care  must  address  a  number  of  conditions 
which  can  combine  to  deprive  many  children  of  optimal  health 
and  full  developmental  opportunities.     These  problems  include: 

°  Injuries.  Representing  the  leading  cause  of  death  after 
age  one,  motor  vehicle  related  accidents,  falls,  accidental 
poisonings  and  burns  kill  roughly  400  children  and 
adolescents  each  year.  At  least  one  out  of  every  five 
children  each  year  will  sustain  a  severe  injury  that 
requires  hospital  treatment. 

°  Lead  Poisoning.  A  DPH  needs  assessment  estimated  that  at 
least  10,000  children  in  the  state  have  elevated  blood  lead 
levels.     The  effects  range  from  learning  problems  to  death. 

°  Nutritional  Deficits.  The  DPH  1983  Massachusetts  Nutrition 
Survey  resulted  in  an  estimate  that  between  10,000  and 
17,500  low-income  children  under  age  6  suffer  from  chronic 
undernutrition. 

°  Dental  Problems  (also  see  separate  issue  paper).  At  age 
17,  the  average  Massachusetts  child  has  14  decayed  tooth 
surfaces,  30  percent  higher  than  the  national  average  of 
10.  Inadequate  early  preventive  dental  care  and/or  lack  of 
public  water  fluoridation  result  in  these  unacceptably  high 
rates  of  dental  disease. 

"*  Acute  Conditions.  Rarely  1  if e- threat ening ,  conditions  such 
as  colds,  flu  and  infections  can  cause  a  substantial  number 
of  lost  days  from  school.  On  average,  school  age  children 
lose  4.4  days  from  school  per  year  because  of  these 
condit  ions . 

°  Treatable  defects  of  Vision,  Hearing  and  Development. 
Without  routine,  periodic  screening  and  follow-up, 
avoidable  handicaps  and  unnecessary  program  costs  are 
incurred  in  later  years. 

"  Emotional  and  Behavioral  Problems.  While  not  uncommon 
among  any  demographic  group,  these  problems  are 
particularly  acute  for  families  with  the  weakest  resources 
to  deal  with  them  -  families  stressed  by  poverty, 
unemployment  and  social  isolation.  These  problems  include 
child  abuse  (including  sexual  abuse)  and  neglect,  poor 
school  performance  and  a  range  of  situational  problems  that 
left  unattended  can  lead  to  more  serious  problems  in 
adolescence,  including  depression,  suicide,  substance  abuse 
and  juvenile  delinquency. 
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°  Chronic  Disabilities  and  Illnesses.  An  estimated  10-30%  of 
all  children  have  a  chronic  developmental  or  medical 
condition  that  may  require  special  educational  and/or 
support  services. 


Low  income  and  minority  children  are  generally  at  higher 
risk  for  most  of  these  problems  and  are  also  less  likely  to 
benefit  from  available  prevention  and  treatment  services. 
Massachusetts  black  children  have  higher  mortality  rates  than 
their  white  counterparts  at  all  ages. 

C .  Adolescence 

Adolescents  are  at  increased  risk  for  health  problems 
related  to  their  phase  of  development,  life-style  and  social 
environment  including  motor  vehicle  accidents,  homicides, 
suicides,  pregnancy,  sexually  transmitted  diseases  and  alcohol 
and  drug  abuse.  While  mortality  rates  for  all  other  childhood 
age  groups  have  declined  in  the  last  decade,  the  rate  for  teens 
and  young  adults   (aged  15-24)   has  risen  slightly. 

Motor  vehicle  accidents  are  the  number  one  cause 
(approximately  48%)  of  death  among  Massachusetts  teenagers  and 
half  of  these  accidents  involve  a  drinking  driver.  Homicides 
are  the  second  leading  cause  of  black  teenage  fatalities  and 
suicide  is  the  second  leading  cause  of  death  among  white 
youths.  Together,  suicide  and  homicide  account  for  14%  of  teen 
deaths;  for  every  completed  suicide  there  are  at  least  10 
at  tempts . 

Alcohol  abuse  frequently  acts  synergist ical ly  with  risk 
taking  behavior.  Adolescent  or  young  adult  alcohol  abusers 
caused  more  than  half  of  the  alcohol  related  traffic  accidents 
in  1981.  By  1990,  an  estimated  75,000  adolescents  or  15%  of 
the  total  teen  population  will  be  abusing  alcohol;  an  estimated 
15,000  of  these  will  seek  services. 

Mental  health  problems,  including  depression,  are  a 
significant  concern  in  adolescence.  In  FY'83  approximately 
2800  child  and  adolescent  psychiatric  hospitalizations  were 
facilitated  by  DMH;  an  estimated  50%  of  these  could  have  been 
prevented  or  length  of  stay  reduced  if  there  were  sufficient 
community-based  residential  and  day  treatment  programs. 

In  1981,  there  were  7,429  infants  born  to  women  in  their 
teenage  years  in  Massachusetts.  2,449  of  these  young  women 
were  under  the  age  of  18  and  360  were  15  years  old  or  less. 
1,800  of  these  births  were  second  or  higher  order.  Pregnant 
teenagers  are  more  likely  to  have  inadequate  or  no  prenatal 
care  and  inadequate  nutrition,  and  therefore  are  more  likely  to 
have  low  birthweight  babies. 
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While      accurate      data      on      the      incidence      of  sexually 

transmitted   diseases   are   not   available,    the   number   of  cases  in 

all  age  groups  rose  in  1980  following  many  years  of  decline. 
Misinformation  on  these  diseases  continues  to  abound. 

In  addition  to  the  above  described  health  concerns  specific 
to  adolescents,  this  group  also  continues  to  suffec  many  of  the 
problems  identified  in  the  school  age  period,  particularly 
dental  disease. 

D.     Children  and  Youth  Under  the  Care  of  State  Agencies 

Special  attention  must  be  given  to  the  health  needs  of 
children  and  youth  who  are  either  in  the  care  and  custody  of 
state  agencies,  institutional  or  community  clients,  or 
recipients  of  entitlements  or  intensive  services.  These  groups 
by  definition  are  high-risk;  yet  their  link  to  one  or  more  EOHS 
agencies  does  not  necessarily  assure  that  their  health  care 
needs  are  comprehensively  met.  The  following  is  a  brief 
description  of  populations  involved  and  already  identified 
concerns : 

DYS :  Has  responsibility  for  approximately  1,800  youths, 
350  of  whom  are  cared  for  in  secure  treatment,  secure 
detention,  and  shelter  care  programs.  Major  problems 
include  dental,  mental  health,  and  deficient  routine 
preventive  health  care  at  intake  to  agency.  A  recent 
study  of  the  oral  health  status  of  juveniles  in  the 
custody  of  DYS  revealed  that  male  clients  have  300% 
more  decayed  teeth,  200%  more  missing  teeth,  and  90% 
less  filled  teeth  than  their  statewide  counterparts. 
All  committed  DYS  clients  have  Medicaid  cards 
issued.  However,  DYS  reimburses  the  Department  of 
Public  Welfare  for  the  approximately  25%  of  its 
clients  who  are  not  eligible  for  FFP  (Federal 
matching  funds).  Also,  detention  clients  are  not 
eligible  for  Medicaid  through  DYS.  Coordination  with 
Project  Good  Health  has  been  initiated  for 
approximately  1,500  clients  in  aftercare,  i.e.  home 
or  community  placements  and  Project  Good  Health 
workers  provide  technical  assistance  to  DYS 
caseworkers  in  arranging  for  periodic  screening  and 
routine  health  care.  Many  DYS  clients  are  suspected 
to  have  been  victims  of  child  abuse  or  sexual  abuse; 
many  are  substance  abusers  or  children  of  substance 
abusers.  Problems  specific  to  DYS  include  security 
costs  during  hospitalization  for  clients  from  secure 
placements;  provision  of  routine  care  to  detention 
clients  who  enter  DYS  via  court  with  no,  scanty  or 
inaccurate  medical  histories,  no  payment  mechanisms, 
and  many  neglected  and  untreated  health  problems 
including  Hepatitis  A  and  B  and  cocaine  dependency; 
medication  administration  by  non-licensed  personnel; 
and  regulatory  differences  with  Office  for  Children 
on  freguency  of  physical  exams. 
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DMH:  Estimates  of  the  total  child  and  adolescent 
population  served  or  of  their  health  status  are  not 
available.  (Approximately        800        children  and 

adolescents  are  admitted  to  DMH  inpatient  facilities 
per  year.)  Surveys  regarding  the  health  care  status 
of  all  children  and  adolescents  in  residential  and 
day  treatment  programs  are  planned  for  August.  DMH 
clients  do  not  automatically  gualify  for  Medicaid. 
The  PGH  program  has  been  presented  to  District  and 
Area  children's  coordinators  and  residential  program 
directors  in  three  of  the  seven  DMH  districts;  the 
others  will  be  scheduled  over  the  Summer. 
Approximately  40%  of  adolescents  in  DMH  secure 
treatment  were  victims  of  child  abuse. 

A  concern  that  all  agencies  shared  with  DMH  was  the 
lack  of  inpatient  psychiatric  settings  for 
adolescents;  DMH  estimates  that  on  any  given  day 
approximately  88  adolescents  are  hospitalized  in 
adult  psychiatric  wards,  although  the  number  of 
admissions  of  adolescents  under  age  16  decreased  by 
20-25%  in  FY'84  from  the  previous  year,  and  the 
majority  of  youth  admitted  to  inpatient  units  are 
aged  19-21.  DMH  is  currently  working  to  develop 
policies  in  regard  to  Hepatitis  B  among  clients  in 
community  residences  (clients  and  staff  of 
institutions  for  the  mentally  retarded  were  screened 
and  vaccinated  in  FY'84);  and  services  for  low 
incidence  populations,  including  Prader-Willi 
syndrome  and  autism.  Behavioral  services  for  the 
latter  population  and  for  the  MR  population  in 
general  are  lacking. 

DSS :  Approximately  8000  children  in  the  custody  of  DSS  are 
in  substitute  care;  1700  children  are  in  subsidized 
adoptive  homes;  and  another  1700  children  served  by 
the  agency  live  at  home.  All  of  these  children  are 
currently  provided  with  Medicaid  cards.  While  DSS 
and  DPW  have  signed  an  interagency  agreement,  both 
agree  that  more  attention  needs  to  be  devoted  to  its 
implementation,  particularly  in  regard  to  Project 
Good  Health.  DSS  estimates  that  as  many  as  30%  of 
the  children  in  their"  care  and  custody  suffer  from 
physical  handicaps  and  another  30-40%  from  emotional 
handicaps.  According  to  a  recent  needs  assessment, 
drug  and  alcohol  abuse  is  seen  to  be  a  major  problem 
among  families,  and  adolescents  in  particular,  served 
by  DSS.  DSS  also  has  the  following  specific  concerns 
in  regard  to  children  not  in  their  care  and  custody: 
children  where  parents  are  not  Medicaid  eligible  and 
do  not  have  health  insurance;  children  and  parents 
who  need  diagnostic  psychological  services;  children 
who  need  routine  medical  care.  As  indicated  in  the 
introduction  of   this   paper,    DSS   is    in  the  process  of 
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developing  health  care  procedures  for  children  in  its 
custody,  and  will  implement  the  Medical  Passport  for 
all  of  these  children  in  FY'85.  DSS  is  considering 
implementing  the  Passport  for  children  living  at  home 
who  have  been  victims  of  abuse  and  neglect  in  FY' 86. 

DPW/Medicaid: 

While  DPW  provides  access  to  health  care  through  the 
Medicaid  entitlement  to  about  220,000  children  and 
adolescents,  little  is  known  about  the  health  status 
of  these  children.  Since  Project  Good  Health  (EPSDT) 
reaches  only  about  19%,  there  is  no  guarantee  that 
these  children  are  receiving  comprehensive, 
preventive  health  care.  In  addition,  coverage  for 
certain  children  and  services  is  not  available;  gaps 
include  lack  of  coverage  for  pregnant  teenagers 
living  at  home  with  income  ineligible  families,  who 
cannot  afford  prenatal  care  and  families  who  would 
like  to  de-institutionalize  their  handicapped 
children,  but  whose  children  are  ineligible  for 
Medicaid  outside  institutions. 

A.  final  problem  which  needs  to  be  highlighted  for  the 
children  under  the  care  of  state  agencies  is  the  lack 
of  attention  to  the  needs  of  the  entire  family. 
Thus ,  the  families  of  DYS  detainees  receive  no 
services;  the  families  of  substance  abusing  youth  are 
not  being  educated  to  assist  their  children  to  deal 
with  their  problems;  families  of  handicapped  children 
need  respite  care,  counselling  services  and  support 
to  keep  their  children  out  of  institutions. 
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II.      DESCRIPTION  OF  EXISTING  PROGRAMS 

The  service  network  for  children  and  youth  is  a  complex 
patchwork  of  public,  publicly  supported  and  private  services. 
The  enclosed  chart  attempts  to  depict  some  of  the  available 
programs,  the  age  ranges  covered,  and  the  numbers  served. 
While  a  full  description  of  each  of  these  programs  is  not 
possible  within  the  scope  of  this  paper,  issues  and  additional 
information  addressing  the  major  groups  described  in  Part  I  of 
this  paper  are  highlighted  below. 

A.     Perinatal  Health  Services 

Access  to  prenatal  care  services  is  a  major  concern.  The 
number  of  obstetricians  accepting  Medicaid  has  reportedly 
declined  significantly  in  the  past  year,  threatening  the 
ability  of  Medicaid  eligible  pregnant  women  to  access  care. 
For  example,  in  the  town  of  Holyoke  which  has  consistently  had 
high  infant  mortality  rates  and  where  close  to  half  the  women 
delivering  each  year  are  estimated  to  be  Medicaid  recipients, 
only  one  obstetrician  accepts  Medicaid. 

Additionally,  DPH  estimates  that  as  many  as  5,000  to  7,000 
women  may  lack  adequate  financial  resources  to  obtain  prenatal 
care  (approximately  10-14  visits)  and  deliveries.  This  group 
would  include  adolescents  unable  to  obtain  Medicaid  and/or  not 
covered  by  their  families'  health  insurance  plans,  uninsured 
women  and  insured  women  whose  health  insurance  policies  provide 
no  or  inadequate  coverage  for  prenatal  care.  Medicaid  is 
taking  steps  to  address  the  needs  of  these  populations;  an 
"Access"  Team  has  been  established  to  provide  a  focus  for  these 
efforts.  However,  adequate  coverage  for  all  pregnant  women  in 
need  would  require  a  broader  solution  that  encompasses  private 
third  party  insurers  and  possibly  a  new  state  funding  mechanism. 

The  comprehensiveness  and  quality  of  available  prenatal 
care  services  is  also  of  concern.  In  addition  to  the  medical 
component,  high  quality  prenatal  care  must  address  all  the 
factors  associated  with  positive  birth  outcomes,  including 
nutrition;  health  education  and  follow-up  addressing  substance 
abuse;  social  services  to  relieve  stress  and  address 
entitlements,  housing,  etc.  There  is  also  growing  interest  in 
models  that  teach  women  to  recognize  and  intervene  in  premature 
labor.  All  of  these  services  are  not  equally  available  to  all 
pregnant  women,  and  may  not  be  well  coordinated.  DPH  supports 
17  Maternal  and  Infant  Care  Projects,  primarily  in  Community 
Health  Centers,  in  order  to  ensure  high  standards  of  care  and 
availability  of  ancillary  services  which  may  not  be 
reimbursable;  these  projects  only  reach  3,800  women  per  year. 
Nutrition  services  are  available  to  low-income  pregnant  women 
through  WIC;  although  the  caseload  for  this  program  has  grown 
to  60,000  participants  (roughly  one-quarter  of  whom  are 
pregnant  and  postpartum  women)  the  program  still  only  reaches 
about  32%  of  those  who  are  income  eligible. 
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Family  planning  services  are  also  critical  to  efforts  to 
improve  perinatal  health,  particularly  as  they  relate  to 
preventing  adolescent  pregnancies  and  to  increasing  the 
intervals  between  pregnancies  for  all  women.  Family  planning 
services  are  subsidized  through  Federal  Title  X  funds 
administered  by  the  Regional  Office  of  the  Federal  Department 
of  Health  and  Human  Services,  by  $1.3  million  in  DSS  contracts, 
and  as  one  component  of  DPH's  Maternal  and  Infant  Care, 
Pregnant  and  Parenting  Adolescents,  and  Comprehensive 
Adolescent  Health  Programs.  DPH,  DSS  and  providers  all  agree 
that  there  are  not  sufficient  family  planning  resources  to  meet 
the  need  and  demand  for  the  services,  and  that  cutbacks  in 
Title  X  and  competing  priorities  at  the  DSS  regional  and  area 
levels  have  resulted  in  reduced  services  over  the  past  few 
years.  One  estimate  suggests  that  over  190,000  female 
adolescents  are  sexually  active  and  in  need  of  family  planning 
programs  as  well  as  a  similar  number  of  boys;  only  31,000 
adolescents,  primarily  female,  are  served  by  organized  family 
planning  programs.  Older  women  also  are  having  increasing 
difficulty  in  obtaining  family  planning  due  to  service 
reductions,  loss  of  Medicaid  coverage,  and  withdrawal  of 
gynecologists  from  Medicaid. 


In  regard  to  high  risk  infants,  DPH  has  the  lead  role  in 
provision  of  services  and  is  attempting  to  build  a  continuum  of 
care  from  identification  of  high  risk  infants,  to  community 
follow-up,  to  referral  to  appropriate  programs,  including  early 
intervention  services.  The  new  High  Risk  Infant  Identification 
(HRII)  System  has  become  fully  operational  this  year. 
Hospitals  report  births  of  all  infants  meeting  high-risk 
criteria  to  DPH,  and  regional  DPH  nurses  follow-up  to  assure 
linkage  to  services.  Data  from  this  system  will  aid  in 
defining  service  needs  for  this  population.  Increased 
coordination  with  the  Department  of  Social  Services  is  needed 
for  infants  at  risk  of  abuse  and  neglect  who  may  be  eligible 
for  or  served  by  DPH  Community  Based  High  Risk  Infant  and 
Family  Programs  and  by  Early  Intervention  Programs. 

B.     Pre-School  and  Early  School-Age  Service 

While  the  Office  for  Children  is  responsible  for  licensing 
approved  day  care  sites,  there  is  no  organized  statewide  effort 
to  ensure  that  children  in  day  care  receive  preventive  health 
services.  DPH  currently  funds  one  project  which  provides 
individual  assessments,  in-service  education,  training, 
consultation  and  parent  education  in  12  towns  in  the 
Holyoke/Chicopee  area. 
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A  1984  DPH  sponsored  conference  on  health  issues  in  the 
pre-school  period  drew  over  300  teachers,  parents, 
administrators  and  social  services  and  health  care  workers.  A 
1983  needs  assessment  survey  of  all  licensed  day  care  centers 
in  Boston  and  Springfield  initiated  by  DPH  with  the  assistance 
of  OFC  revealed  wide  variations  in  the  availability  of 
preventive  screening,  health  education,  and  ongoing  health 
consultation  and  in  existence  of  written  health  policies. 
However,  interest  was  extremely  high  in  receiving  technical 
assistance,  training,  and  materials  (for  staff,  parents  and 
children)  related  to  a  wide  variety  of  health  issues.  DPH  is 
developing  a  Pre-School  Health  Policies  Manual  which  will 
include  practical  suggestions  on  how  day  care  centers  can 
institute  beneficial  health  care  policies. 

Head  Start  programs  are  responsible  for  addressing  the 
health  needs  of  the  7,300  low  income  children  it  serves. 
Project  REACH  (Regional  Education  Assistance  Collaborative  for 
Head  Start)  has  worked  closely  with  DPH,  and  co-sponsored  this 
year's  statewide  conference;  however  it  will  not  be  funded  next 
year  and  Head  Start  training  and  technical  assistance  will  be 
done  by  individual  programs. 

Public  schools  provide  mandated  preventive  health  screening 
and  have  the  major  responsibility  for  serving  special  needs 
children  over  age  3  pursuant  to  C.  71B  (Ch,  766  )  requirements. 
Chapter  766  provides  for  optional  pre-school  screenings  for 
early  identification  of  special  education  needs.  Health 
education  is  mandated  in  all  public  schools;  however  the  lack 
of  regulations  for  this  mandate,  and  state  and  local  budgetary 
constraints  result  in  differences  in  program  depth  and  quality. 

Community  health  centers  provide  service  to  an  unknown 
number  of  primarily  low-income  children.  DPH's  Children  and 
Youth  projects  help  these  centers  and  other  community  health 
facilities  to  ensure  high  quality  care  that  addresses  the  range 
of  preventive  health  needs  of  the  child. 

WIC  currently  reaches  roughly  30,000  children  between  the 
ages  of  one  to  five.  Although  this  represents  an  all-time  high 
in  participation,  only  32%  of  income  eligible  women,  infants 
and  children  are  reached  by  this  program. 

An  estimated  140,000  children  under  age  6  will  be  screened 
this  year  for  lead  poisoning  through  the  statewide  Childhood 
Lead  Poisoning  Prevention  Program  (CLPPP),  including  Maternal 
and  Child  Health  funded  community  projects.  Roughly  3%  or 
4,500  children  will  have  confirmed  elevated  blood  lead  levels. 
As  a  DPH  needs  assessment  estimated  that  there  are  at  least 
10,000    children  with   elevated    blood    lead    levels    in   the  state. 
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it  is  clear  thaC  more  children  must  be  screened.  Additionally 
60%  of  Massachusetts  housing  stock  is  likely  to  contain  lead 
paint.  Inadequate  standards  and  training  for  de-leading,  as 
well  as  lack  of  financial  resources  for  de-leading  and 
enforcement  of  existing  statutes  hamper  efforts  to  prevent  lead 
poisoning.  DPH  and  Local  Boards  of  Health  share  responsibility 
for  code  enforcement. 

In  regard  to  injury  prevention,  DPH  recently  received  a 
three-year  Federal  grant  to  disseminate  statewide  successful 
injury  prevention  strategies  that  had  been  developed  under  a 
DPH  Federally  funded  research  and  demonstration  project. 

Although  current  statistics  are  not  available,  Project  Good 
Health  is  estimated  to  reach  only  20%  of  children  and 
adolescents  enrolled  in  Medicaid  with  early,  periodic 
screening,   diagnosis  and  treatment. 


C .     Adolescent  Services 

Services  to  adolescent  are  even  more  of  a  patchwork  of 
overlapping  initiatives,  inconsistent  eligibility  criteria  and 
special  target  groups.  Age  cut-offs  for  service  vary  from 
agency  to  agency. 

The  major  portion  of  the  DPH's  Division  of  Drug 
Rehabilitation's  $1  million  in  prevention  programming  is 
directed  toward  youth.  About  14%  of  purchased  treatment 
services  go  to  youth  under  17,  with  an  additional  12%  going  to 
youth  18-20.  Prevention  is  seen  to  be  the  recommended  strategy 
for  both  alcohol  and  drug  abuse,  with  the  most  successful 
efforts  involving  families  and  communities. 

There  is  currently  only  one  state  supported  residential 
program  for  adolescents  whose  primary  diagnosis  is  alcoholism. 
The  16-bed  halfway  house  receives  20-30  referrals  per  week  and 
maintains  an  active  waiting  list  of  six.  Another  women's 
halfway  house  allocates  5  of  its  25  beds  for  adolescents. 

In  FY'85  the  Divisions  of  Drug  Rehabilitation  and 
Alcoholism  are  jointly  funding  a  15-bed  co-ed  facility.  While 
these  Divisions  do  provide  education  and  training  on  substance 
abuse,  adequate  resources  to  fund  these  activities  as  well  as 
to  expand  services  are  not  available.  The  traditional  alcohol 
service  delivery  system  was  designed  around  adult  needs  and  is 
inadequately  prepared  to  address  the  treatment  needs  of  youth; 
many  programs  cannot  and  will  not  accept  adolescents  into  their 
programs . 
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DPH's  Division  of  Family  Health  Services  funds  six 
Comprehensive  Adolescent  Health  Programs  providing  primary 
prevention  services,  including  education  and  outreach  to  teens, 
school-age  children,  parents,  communities,  community 
organizations  and  professionals,  as  well  as  medical  services. 
The  range  of  health  and  social  problems  confronting  adolescents 
are  addressed.  Nine  Pregnant  and  Parenting  Adolescent 
Programs,  providing  medical  care,  support  services,  outreach 
and  education  for  pregnant  teens  through  a  two-year  follow-up 
period,  are  supported  by  DPH.  $1.2  million  supports  these 
adolescent  programs. 

DSS  contracts  for  $2.5  million  in  Services  to  Young 
Parents.  In  FY'85  the  same  set  of  purchase  standards  based  on 
the  formerly  Central  Office  administered  "Young  Parent 
Initiative"  will  govern  all  contracts.  DSS  feels  that  this 
change  will  ensure  comprehensive  services.  The 
decentralization  of  the  "Young  Parent  Initiative"  contracts  has 
resulted  in  service  reductions  in  some  DSS  areas  and  regions, 
although  DSS  reports  the  overall  level  of  funding  has  increased 
slightly.  There  is  no  coordination  between  DSS  and  DPH 
regarding  needs  assessment,  planning,  contracting,  monitoring 
or  data  collection  for  these  programs. 

DMH  provides  a  range  of  community  based  mental  health 
services  including  case  management,  outpatient  and  day 
treatment  services,  emergency  intervention  beds  and  residential 
treatment  programs. 

With  the  recent  passage  of  legislation  to  prohibit 
placement  of  children  and  youth  on  adult  psychiatric  wards, 
DMH's  focus  in  the  coming  years  will  necessarily  be  on 
development  of  additional  day  treatment  and  residential 
services.  Two  intensive  residential  treatment  programs  are 
already  being  planned  for  FY'85.  The  Work  Group  agreed  the  DMH 
needed  to  ensure  that  further  development  and  expansion  of 
preventive  mental  health  services  not  be  abandoned  as  the  more 
intensive  services  reguired  by  the  new  law  were  developed.  The 
group  expressed  particular  support  for  preventive  mental  health 
services  to  DSS  protective  services  cases;  DMH  has  developed 
what  it  views  as  a  successful  program  model  for  delivery  of 
these  services. 
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D .     Children  in  the  Care  and  Custody  of  EOHS  Agencies 

Information  on  the  status  of  health  care  services  for  this 
high  risk  population  has  been  included  in  the  introduction  and 
problem  description  sections  of  this  paper.  In  general,  none 
of  the  state  agencies  have  systems  in  place  to  ensure  the 
delivery  of  health  care  services  to  their  clients,  or  to 
document  the  health  status  of  those  clients  or  the  health  care 
services  that  are  received.  In  addition  to  DSS'  efforts  as 
described  in  the  introduction  of  this  paper,  and  training  on 
PGH  for  some  DYS  and  DMH  staff,  the  following  has  also  been 
accomplished  in  the  past  year: 

°  A    study    of    "The    Oral    Health    Status    of    Juveniles  in 

the  Custody  of  Massachusetts  Department  of  Youth 
Services"  was  completed  in  May,  1984,  and  DPH's  FY'85 
budget     includes    $  for     implementation    of  a 

dental  care  program  for  DYS  youth. 

"  DMH    is    developing,    at    the    local    level,  interagency 

agreements  to  provide  emergency  mental  health 
services  to  clients  in  DYS  facilities.  DMH  is  also 
working  with  DSS  to  provide  diagnostic  and  crisis 
services  to  youth  in  a  3  month  shelter  for  CHINS 
youth  through  a  3rd  party  reimbursable  provider. 

°  DPH  provided   training   in  Supplemental   Security  Income 

(SSI)  to  all  DSS  regional  offices.  Information  on 
WIC  was  covered  by  DSS  in  its  general  training 
sessions  on  health  care  this  past  spring. 

While  children  in  the  care  and/or  custody  of  the  EOHS 
agencies  may  be  receiving  adequate  health  care,  there  is  need 
for  development  of  mechanisms  to  ensure  the  delivery, 
documentation  and  ongoing  monitoring  of  health  care  services. 
These  mechanisms  should  as  much  as  possible,  be  uniform  across 
the  agencies  while  allowing  some  flexibility  for  the  unique 
characteristics  of  clients  and/or  service  areas. 
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III .      IDENTIFICATION  OF  POSSIBLE  SOLUTIONS 

The  preceding  sections  identified  a  broad  range  of  health 
problems  confronting  our  youth,  as  well  as  a  number  of  gaps  and 
inadequacies  in  our  current  system  of  services.  "Solutions" 
are  in  some  instances  clearly  related  to  the  need  for 
additional  funding;  in  others  no  or  minimal  cost  strategies, 
such  as  interagency  coordination  or  training  programs,  could 
have  considerable  impact  in  addressing  the  problems.  Both 
types  of  solutions  are  addressed  below  for  the  four  major 
groups  discussed  in  the  earlier  sections  of  the  paper.  As  in 
these  previous  sections,  proposed  solutions  may  address  more 
than  one  of  these  groups. 


A.     Perinatal  Health  Services 

DPH  is  planning  to  convene  an  expert  advisory  group  or  task 
force  to  study  and  propose  strategies  to  reduce  the  incidence 
of  low  birthweight  and  infant  mortality.  It  is  hoped  that  this 
group  will  produce  a  position  paper  by  December,  1984,  and  that 
more  detailed  strategies  and  budget  recommendations  will  be 
developed  from  this  paper.  Among  the  strategies  DPH 
anticipates  this  group  might  consider  are: 

1 .        Ensuring  financial  access  to  prenatal  care: 

°  This  strategy  could  encompass  more  aggressive  efforts 
to  ensure  maximum  utilization  of  existing  or 
potential  entitlements  to  Medicaid  for  pregnant 
women,  including  attention  to  outreach  to  first  time 
pregnant  women  who  are  not  entitled  to  AFDC  until  the 
third  trimester  of  pregnancy,  but  are  entitled  to 
Medicaid;  and  promulgation  of  policies  in  regard  to 
the  eligibility  of  dependent  minor  females  who  live 
at  home  with  income  ineligible  families.  Medicaid  is 
currently  working  on  the  latter  initiative.  As 
indicated  previously,  a  subcommittee  of  the  Child 
Health  Work  Group  could  review  existing  Medicaid 
policies  and  procedures  and  make  recommendations  in 
this  area.  Cost  estimates  for  any  proposed  policy 
changes  would  have  to  be  developed. 
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Another  approach  which  would  ensure  coverage  of  "near 
poor"  women,  would  be  to  establish  prenatal  care  as 
an  entitlement.  Michigan  plans  to  implement  such  a 
right  under  its  "Basic  Health  Services"  statute.  All 
women  under  185%  of  the  poverty  line  and  not  covered 
by  Medicaid  or  Private  Insurers  would  have  their  care 
paid  for  by  the  state.  Using  a  rough  guesstimate 
that  5,000  women  in  Massachusetts  may  fall  into  this 
category,  and  utilizing  the  RSC's  proposed  "Global 
Fee"  for  provision  of  a  package  of  obstetrical 
prenatal  delivery  and  postpartum  services  ($508)  the 
estimated  total  cost  to  the  state  would  be  roughly 
$2.5  million.  If  the  package  of  prenatal  care 
services  were  to  include  ancillary  services 
(nutrition,  health  education,  social  services,  etc.) 
the  total  cost  would  be  roughly  $5  million. 

A  complementary  strategy  is  to  recommend  that  the 
Division  of  Insurance  promulgate  regulations  and/or 
policies  (based  on  the  hearings  it  held  this  past 
spring)  to  ensure  that  maternity  benefits  are 
provided  on  the  same  basis  as  other  health  care 
benefits  to  all  policy  holders  (individual,  family, 
group)   for  the  subscriber  as  well  as  dependents. 

Increased  funding  to  categorical  programs  that 
provide  essential  services,  such  as  Family  Planning, 
WIC,  etc.  to  subsidize  care  for  women  who  cannot 
afford  these  services. 


low 
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to     effect  the 
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changes 

3  and 

improved 

utilization  of 

prenatal  health  care  services  by  pregnant  women. 

An  outreach  campaign,  similar  to  the  one  done  by  WIC, 
is  one  possibility.  The  campaign  could  involve  use 
of  media  as  well  as  presentations  to  community 
organizations  and  agencies. 

PGH   specialists   could   provide   outreach,  information, 
and    education    to   Medicaid    eligible   women    in  welfare 
offices,     hospitals,     public     schools,     etc.  Salaries 
for  these  staff  are  reimbursed  75%  by  federal  funds. 

Funding  for  training  and  salaries  for  community 
outreach  workers  attached  to  existing  community 
agencies.  Ties  to  the  Job  Training  and  Partnership 
(JTPA)  and  Employment  Training  (ET)  programs  might  be 
explored . 
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3 .         Development     of     a     "Comprehensive     Perinatal  Health 
Service" 

°  A  model  for  provision  of  health  services  addressing 
all         factors  (nutrition,  substance  abuse, 

socioeconomic  stresses,  etc.)  that  contribute  to  LBW 
and  IMR  could  be  developed.  The  model  would  need  to 
be  flexible  enough  to  be  utilized  in  different  parts 
of  the  state  where  service  delivery  patterns  differ. 
Greater  utilization  and  coordination  of  alternative 
health  care  providers  (family  planning  agencies, 
visiting  nurses  associations,  etc.)  existing 
component  services  (WIC,  social  service  agencies), 
and  traditional  medical  services  (private 
obstetricians,   hospital  clinics)  could  be  stressed. 

**  The  Rate  Setting  Commission  would  develop  a  global 
fee  for  this  package  of  care.  (RSC  has  already 
expressed  interest  and  willingness  to  do  this.) 


While  the  above  only  represent  examples  of  specific 
strategies  that  need  to  be  further  examined  and  developed  as 
appropriate,  DPH  is  convinced  that  any  further  progress  in 
reducing  LBW  and  IMR  hinges  on  our  effectiveness  in  addressing 
the  multiple  factors  that  contribute  to  these  problems.  The 
Child  Health  Work  Group  urges  EOHS  to  make  support  of  these 
efforts  a  priority.  Continued  involvement  in  developing 
strategies  to  increase  participation  of  obstetricians  in 
Medicaid  is  also  needed. 

While  the  work  of  the  DPH  sponsored  task  force  will  likely 
not  be  completed  in  time  to  include  any  recommendations  for  the 
FY  '86  budget,  the  Child  Health  Work  Group  would  recommend 
funding  for  interim  measures,  as  proposed  in  the  FY  '85  child 
health  issue  paper: 

1 .  $750,000  to  fund  5  more  DPH  Maternal  and  Infant  Care 
(MIC)  projects  in  areas  of  the  state  where  access  to 
quality  prenatal  care  is  limited  and  LBW  and  IMR 
rates  are  high.  The  Holyoke  area  would  be  the  first 
priority  for  such  funding. 

2 .  $1,000,000  to  expand  DPH  funded  High  Risk  Infant  and 
Family  Community  Based  Support  Programs,  for  training 
to  existing  visiting  nurses  associations  to  enable 
them  to  identify,  outreach  and  follow-up  high-risk 
women  and  infants,  and  to  subsidize  the  non-3rd  party 
reimbursable  services  they  provide.  1500  families 
are  currently  reached  by  the  DPH  funded  projects; 
10,000  could  be  reached  with  the  additional  funding, 
with  increased  emphasis  on  identifying  high-risk 
women  early  in  their  pregnancies. 


-   22  - 


Preschool  and  School-Age  Health  Services 

1 .  Statewide  Preschool  Health  Initiative 

Ensuring  that  preventive  health  services  are 
delivered  to  children  in  organized  day  care  settings 
would  promote  the  early  detection,  prevention  or 
remediation  of  vision,  hearing,  lead  poisoning, 
nutritional  and  other  health  problems.  Screening, 
referral  to  appropriate  treatment  programs  and  staff 
training  on  health  issues  such  as  injury  prevention, 
sick  child  care,  infectious  diseases,  and  health 
promotion  are  the  major  components  of  a  preschool 
health  initiative.  Based  on  experience  with  one 
contracted  program,  field  survey,  and  a  major 
workshop  for  day  care  providers,  DPH  proposes  to 
develop  a  statewide  preschool  health  system,  in 
collaboration  with  OFC,  DSS,  and  private  educational 
programs.  The  services  would  include  a  comprehensive 
health  policies  and  procedures  manual,  extensive 
inservice  education  and  training,  nursing  consultants 
available  to  coordinate  local  efforts  and  provide 
on-site  technical  assistance,  and  dissemination  of 
age-appropriate  screening  and  teaching  materials. 
Funding  for  at  least  two  additional  regional  support 
teams  would  also  be  needed.  Total  cost  would  be 
$500, 000. 

2 .  School  Health  Services 

**  The  Work  Group  recommends  that  the  Department  of 
Education's  request  for  funding  for  substance  abuse 
education  in  the  public  schools  be  fully  funded  in 
the  FY  '86  budget.  $800,000  requested  for  the 
current  fiscal  year  was  not  included  in  the  FY  '85 
budget.  However,  $100,000  was  received,  and  will  be 
used  for  teacher  training  to  increase  awareness  of 
the  issue,  help  implement  and  expand  programs  and 
improve  intervention  efforts.  Teacher  training  will 
be  instituted  through  the  Commonwealth  Inservice 
Institute  of  the  Department  of  Education.  DOE  will 
again  request  the  full  $800,000  for  FY  '86.  Full 
funding  for  this  request  would  not  only  promote 
prevention  of  substance  abuse  among  teenagers,  but  by 
reaching  young  children  with  a  curriculum  stressing 
decision-making  and  behavior  that  promotes  health,  it 
would  contribute  to  preventing  other 

lifestyle-related  health  problems  that  emerge  in  the 
middle  and  high-school  years. 
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$750,000  is  again  recommended  for  School  Health 
Demonstration  Projects,  to  be  jointly  administered  by 
DPH  and  DOE,  with  planning  carried  out  in  conjunction 
with  the  other  EOHS  agencies.  After  consulting  with 
DPH,  DOE  Commissioner  John  Lawson  last  year  submitted 
a  detailed  proposal  and  budget  for  these  projects  to 
then  Director  of  Human  Resources  Phillip  Johnston. 
This  proposal  would  be  further  developed  or  amended 
by  DOE  and  DPH  after  consultation  with  the  Child 
Health  Work  Group.  Support  for  one  model  project  in 
each  of  the  state's  6  Health  Service  Areas  (HSA's) 
would  be  provided.  Applicant  Local  Education 
Authorities  (LEA's)  would  have  to  propose  projects 
which  would  represent  a  collaborative  effort 
involving  community  health  and  human  services 
agencies,  and  would  be  required  to  maintain  existing 
support  for  school  health  personnel,  such  as  school 
nurses.  Proposals  should  be  reviewed  by  DOE  and  DPH 
staff  from  the  central  and  regional  offices  with  DOE 
making  the  final  funding  decisions.  The  state 
funding  would  pay  for  a  preventive  health  project 
coordinator,  for  health  education  materials,  for 
training  of  school  personnel  and  for  costs  of 
services  provided  through  other  community  agencies. 
Projects  would  be  focused  on  the  health  problems 
listed  above,  with  the  capacity  to  address  the  unique 
problems  of  adolescents  emphasized.  The  possibility 
of  utilizing  PGH  specialists  in  the  projects  would  be 
actively  explored. 

DPH  and  DOE  would  also  utilize  funding  to  monitor  the 
school  health  projects  and  provide  technical 
assistance  and  training  in  specialized  areas,  such  as 
injury  prevention  and  adolescent  health  issues.  The 
agencies  would  also  evaluate  the  projects  and  based 
on  the  evaluation,  develop  recommendations  and 
strategies  that  could  lead  to  statewide  adoption  of 
the  successful  components  of  a  school-based 
preventive  child  health  program. 

Project  Good  Health 

As  DPW  is  currently  conducting  an  evaluation  of  PGH, 
and  will  complete  a  report  with  recommendations  for 
change  in  November,  the  Child  Health  Work  Group  will 
not  make  any  specific  recommendations  regarding  the 
program  at  the  present  time.  The  group  encourages 
EOHS  to  continue  to  place  a  high  priority  on  PGH,  to 
review  DPW's  evaluation  with  the  Child  Health  Work 
Group,  and  to  work  with  the  group  to  develop  specific 
proposals  for  budget  and  policies  in  FY'86.  (In  the 
evaluation,    DPW    is    looking    closely    at    the    need  to 
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reach  adolescents,  and  at  alternative  models  for 
outreach  and  delivery  of  PGH  services.  Staff 
conducting  the  evaluation  have  expressed  great 
interest  in  collaborating  on  the  proposed  School 
Health  Demonstration  Projects,  as  well  as  the 
Preschool  Health  Initiative.) 

4  .         Dental  Health  Services 

The  Work  Group  recommends  that  EOHS  review  the 
attached  issue  paper  on  dental  problems  and  services 
with  the  Child  Health  Work  Group. 

5 .         Lead  Paint  Poisoning  Prevention 

With  the  integration  of  Maternal  and  Child  Health 
(MCH)  funded  community  projects  and  the  infusion  of 
one-time  MCH  "Jobs  Bill"  supplemental  funds  in  FY'84, 
the  number  of  children  screened  in  the  state  has 
increased  from  117,000  in  1981  to  close  to  140,000  in 
1984.  While  these  efforts  to  identify,  monitor  and 
treat  at-risk  children  must  be  maintained  and 
expanded,  the  Child  Health  Work  Group  recommends  that 
EOHS  support  efforts  to  prevent  the  problem  from 
occur  r  ing . 

*  EOHS  could  recommend  to  the  Governor  that 
awarding  of  a  portion  of  local  aid  be  tied  to  a 
formula  based  on  the  extent  of  the  lead  paint 
problem  and  resources  needed  to  address  it.  The 
DPH's  Childhood  Lead  Poisoning  Prevention  Program 
(CLPPP)  would  be  able  to  develop  this  formula. 
Although  Local  Boards  of  Health  share 
responsibility  with  the  state  for  code 
enforcement,  including  inspection  for  lead  paint, 
this  responsibility  is  unevenly  and  inadeguately 
carried  out.  The  Governor  should  be  asked  to 
utilize  the  power  of  his  office  to  ensure  that 
Local  Boards  of  Health  carry  out  their 
responsibilities  under  existing  law. 

EOHS  should  work  to  ensure  passage  of  H.  1208,  a 
Bill  Reguiring  the  Registration  of  Lead  Paint 
Inspectors  and  Lead  Paint  Removal  Contractors  to 
ensure  that  lead  paint  removal  is  carried  out 
safely  and  effectively. 

°  Additional  funding  should  be  provided  to  the 
state  CLPPP  to  provide  training,  technical 
assistance  and  eguipment  to  Local  Boards  of 
Health  to  assist  them  in  carrying  out  their 
responsibilities. 
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C.     Adolescent  Health  Services 

In  addition  to  the  above  recommendations  for  school-age 
children  that  would  also  address  the  needs  of  adolescents,  the 
Work  Group  recommends: 

1 .  Substance  Abuse  Services 

°  The  Child  Health  Work  Group  should  complete  the 
workplan  for  a  resource  directory  and  training  on 
substance  abuse  for  EOHS  agency  staff  by 
September   15,  1984. 

°  An  additional  20  bed  halfway  house  for  adolescent 
alcoholics  should  be  funded.  Estimated  cost 
would  be  $372,000. 

2 .  Adolescent  Pregnancy 

The  Work  Group  recommends  that  in  FY'86,  DPH  and  DSS, 
in  conjunction  with  DPW  and  providers  of  family 
planning  and  adolescent  pregnancy  services,  undertake 
a  joint  needs  assessment  and  planning  effort  in  order 
to  ensure  effective  use  of  current  resources 
available  to  address  this  problem,  to  promote 
coordination  and  eliminate  duplication  of  effort  at 
both  the  central  and  regional  levels,  and  to  develop 
recommendations  regarding  the  need  for  any  additional 
funding. 


D.     Health  Care  for  Children  in  the  Care  and  Custody  of  EOHS 
Agencies 

1.  $200,000  for  a  DPH  "Quality  Assurance  and  Standards 
Team"  is  again  recommended.  This  team  would  work 
with  the  Child  Health  Work  Group  to  develop  uniform, 
consistent,  flexible  and  high  quality  standards, 
policies  and  procedures  to  ensure  delivery  of  health 
care  services,  as  well  as  ongoing  monitoring  and 
quality  assurance  mechanisms.  While  DPH  has  been 
able  to  provide  some  technical  assistance  to  the  EOHS 
agencies  on  request,  its  capacity  to  do  so  is  limited 
without  additional  resources,  and  an  intensive, 
comprehensive  and  uniform  effort  to  all  the  EOHS 
agencies  is  not  possible  given  current  resources. 

2.  Funding  for  a  full-time  Project  Director  for  DSS 
Health  Care  and  for  regional  health  care  consultants 
is  again  recommended.  15  FT.E  consultants  to 
provide   assistance    to   caseworkers    on   medical  issues, 
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to  identify  and  maintain  ongoing  relationships  with 
providers,  and  to  document  and  monitor  health  status 
and  services  would  cost  approximately  $315,000.  A 
full-time  Central  Office  Director  with  knowledge  of 
health  care  issues,  experience  in  systems  design  and 
management  abilities  is  needed  to  oversee 
implementation,  evaluation  and  revision  in  the  system 
DSS  is  designing;  estimated  cost  would  be  $28,000. 
DSS  has  also  suggested  that  a  hotline  for  social 
workers  to  obtain  information  on  medical  issues  would 
be  beneficial,  particularly  if  medical  consultants 
are  not  available  at  the  regional  level. 

3.  Several    recommendations    specific    to   DYS    emerged  from 
the  Group. 

°  Funds  to  cover  health  care  costs  of  DYS  clients 
who  receive  Medicaid  cards  but  who  are  not 
eligible  for  FFP  (federal  match)  should  be 
contained  in  DPW's  budget  rather  than  DYS ' s ,  in 
order  to  avoid  a  disincentive  to  DYS  ensuring 
utilization  of  health  care  services  for  these 
c 1 ients . 

"  EOHS  should  support  efforts  to  address  the 
administration  of  drugs  by  non-licensed  DYS 
personnel  in  DYS  facilities.  The  DPH's  Food  and 
Drug  Division  is  currently  working  on  regulations 
regarding  administration  of  drugs  by  DMH 
personnel;  the  problem  at  DYS  must  be  addressed 
as  soon  as  possible. 

4.  The    Child    Health   Work   Group,    under    EOHS'  leadership 
agrees  to  the  following: 

a .  General  Principle: 

All  children  under  the  age  of  16  who  are  in  an 
out-of-home  placement  should  receive  Project 
Good  Health  or  equivalent  care  based  on  PGH 
standards . 

b.  Action  Steps: 

In  order  to  implement  this  general  principle 
the  following  steps  will  be  taken: 

We  should  have  one  physical  examination 
form,  developed  in  cooperation  with  the 
Massachusetts  Academy  of  Pediatrics,  that 
can  be  used  for  all  of  our  agencies. 
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The  Office  For  Children  licensure 
regulations  should  be  reviewed  and  revised. 

The  Department  of  Social  Services, 
Department  of  Youth  Services,  and 
Department  of  Mental  Health  should  develop 
a  plan  to  encourage  all  children  in 
out-of-home  placement  to  secure  all 
federal  benefits  to  which  they  are 
entitled,  including  food  stamps,  WIC 
school  lunch  and  school  breakfast. 

A  system  will  be  developed  where  the 
Department  of  Social  Services  refers 
non-participating  doctors  to  Project  Good 
Health  for  possible  enrollment  as 
providers  in  the  Medicaid  program. 

Project  Good  Health  should  develop  a 
programmatic  audit  to  ensure  that  the 
screenings  are  actually  being  conducted. 

DSS,  DYS,  and  DMH  should  develop  a  plan 
for  tracking  and  reporting  of  screening 
and  follow-up  for  individuals,  and  to 
develop  a  plan  for  aggregate  reporting  of 
this  information. 

The  group  should  analyze  and  develop 
strategies  to  address  the  special  health 
care  needs  of  adolescents. 


This  paper  has  covered  a  wide  range  of  problems,  programs 
and  recommendations,  and  has  thus  necessarily  provided  only 
brief  and  incomplete  information  in  specific  areas.  The  Child 
Health  Work  Group  is  available  to  provide  additional 
information  where  needed. 
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IV.      CHILD  HEALTH  WORK  GROUP 


Bernard  Guyer ,   M.D. ,  Chairperson 

Family  Health  Services 

150  Tremont  St. 

Boston,   MA  02111 

(727-3372) 


Catherine  Hess 
Director,   Policy  Office 
Family  Health  Services 
150  Tremont  St. 
Boston,   MA  02111 
(727-3372) 


Serena  Mailloux,  M.D. 
Chief  Pediatrician 
Family  Health  Services 
150  Tremont  St. 
Boston,   MA  02111 
(727-3372) 


Dale  Carre 

Division  of  Alcoholism 
150  Tremont  St. 
Boston,   MA  02111 
(727-1960) 


Harriet  Robbins/Katy  Fine 
Division  of  Drug  Rehabilitation 
150  Tremont  St. 
Boston,   MA  02111 
(727-8614 ) 

Anne  Doyle 
Budget,    5th  Floor 
Department  of  Public  Welfare 
600  Washington  St. 
Boston,   MA  02111 
(727-7120) 

Kathy  Bishop 

Research,   Planning  &  Evaluation 
Department  of  Public  Welfare 
600  Washington  St.,   5th  floor 
Boston,   MA  02111 
(727-7154) 


Greg  Connolly,  D.M.D. 
Division  of  Dental  Health 
150  Tremont  St. 
Boston,   MA  02111 
(727-3150) 

Renee  Cochin/Julie  Vaughan 
Access  Team 

Department  of  Public  Welfare 
600  Washington  St. 
Boston,   MA  02111 
(727-8010) 

Lynne  Karsten 
Project  Good  Health 
Department  of  Public  Welfare 
600  Washington  St. 
Boston,   MA  02111 
(727-8085) 


Sue  Babin/Phil  Burstein 
Rate  Setting  Commission 
1  Ashburton  Place 
Boston,   MA  02108 
(727-5987) 


Susan  Buckley 

Department  of  Mental  Health 
160  N.  Washington  St. 
Boston,   MA  02114 
(727-0130) 


Sandy  Brown/Beth  Smith/Erica  Stern  Susan  Shields 

Department  of  Social  Services  Office  for  Children 

150  Causeway  St.  150  Causeway  St. 

Boston,    MA     02114  Boston,    MA  02114 

(727-0900)  (727-8958) 
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Gary  Shostak 

Department  of  Youth  Services 
150  Causeway  St. 
Boston,   MA  02114 
(727-7575) 


Cheryl  Haug/Kathleen  Atkinson 
Bureau  of  Student,  Community 

&  Adult  Services 
Department  of  Education 
1385  Hancock  St. 
Quincy,    MA  02169 
(770-7593) 


Sylvia  Johnson/Eileen  Hertz 
Executive  Office  of  Human  Services 
1  Ashburton  Place 
Boston,   MA  02108 
(727-6052) 


